Background Losing a loved one in the intensive care unit (ICU) is stressful for family members. Providing bereavement support to them is recommended. However, little is known about the prevalence of bereavement services implemented in adult ICUs. Objective To describe current bereavement follow-up services in adult ICUs. Method A cross-sectional prospective study design was used. ICU nurse leaders completed a 26-item online survey posted in the American Association of CriticalCare Nurses e-newsletter. The survey contained questions about current practices in bereavement care. Data were collected for 1 month and were analyzed by using descriptive statistics and binary logistic regression. Results A total of 237 ICU nurse leaders responded to the survey. Hospital and ICU types were diverse, with most being community (n = 81, 34.2%) and medical (n = 61, 25.7%). Most respondents reported that their ICUs (n = 148, 62.4%) did not offer bereavement follow-up services, and many barriers were noted. When bereavement follow-up care was offered, it was mainly informal (eg, condolence cards, brochures). Multiple logistic regression indicated that ICUs in hospitals with palliative care were almost 8 times (odds ratio, 7.66) more likely to provide bereavement support than were ICUs in hospitals without palliative care. Conclusions The study findings provide insight into what type of bereavement evaluation methods are being used, what barriers are present that hinder use of bereavement follow-up services, and potential interventions to overcome those barriers in adult ICUs in the United States.
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T he intensive care unit (ICU) experience is often traumatic and fear provoking, yet it offers the hope of stabilizing a crisis situation. Despite all efforts, an estimated 20% of patients will die in an ICU or shortly after being in one. 1 Although the care of the ICU patient may end at the patient's death, the care of the patient's family members should not. Experiencing a loved one dying in the ICU may differ from experiencing a death elsewhere in the hospital and can be very stressful for family members. 2, 3 Researchers have reported that outcomes for family members were worse when the patient died in the ICU rather than outside the ICU. Family members of patients who died in the ICU were at increased risk for posttraumatic stress disorder, [4] [5] [6] [7] anxiety, 8, 9 major depressive disorder, 9 ,10 sleep disorders, 6, 7 and prolonged grief.
Published reports support providing emotional and practical support to bereaved family members to help alleviate their psychological distress and assist them in working through the grief process. 3, 12 Guidelines from major critical care consensus groups [13] [14] [15] [16] strongly recommend bereavement support in an effort to improve end-of-life and family-centered care in the ICU. However, little is known about whether these recommendations are routinely implemented.
The body of research on ICU bereavement studies is small but growing. To date, researchers in 2 studies 17, 18 have assessed the prevalence of ICU bereavement services. In 1992, Jackson 17 surveyed 100 senior sisters from general ICUs in England. She reported that 56% of the ICUs offered no follow-up bereavement services, 32% offered some informal follow-up services (eg, cards or occasional phone calls), and only 12% offered formal bereavement follow-up services. Valks and colleagues, 18 in a survey of 99 Australian ICUs, reported that although 87% offered minimal components of bereavement care, such as viewing the deceased and communicating about the death to family members, less than one-third (30%) provided formal bereavement follow-up services. Although these studies provide insight on the prevalence of bereavement follow-up in adult ICUs, the prevalence of bereavement programs in the United States is still unknown.
More reports have described individual bereavement programs in adult ICUs. One program occurred in a neurological ICU, where a multidisciplinary team described use of an end-of-life intervention, "Embrace Hope," to help patients and family members. 19 This group used a 12-item checklist that included items such as offering families a bereavement packet, a lock of the patient's hair or handprint, and a sympathy card. In a cardiovascular ICU, 20 a researcher described implementing a bereavement program where bereaved family members received a grief folder, a sympathy card, and follow-up telephone calls for a year. Another bereavement program occurred in an ICU in England, where researchers described organizing and delivering a yearly memorial service for family members of patients who died in the ICU. 21 Finally, a group of Australian researchers 22 described and evaluated bereavement services such as a grief booklet, a condolence card, and a follow-up family meeting. These studies provide evidence that ICUs are implementing a range of individual bereavement programs; however, it remains unclear how widespread these services are in adult ICUs.
Additionally 
Methods
This prospective study used a cross-sectional design. A self-administered questionnaire was used to obtain data on bereavement follow-up services in adult ICUs. The study was approved by the institutional review board at Samuel Merritt University. Written informed consent was waived because participation was voluntary and confidential.
Study Instrument
The questionnaire was developed by the study investigators (J.L.M., A.E.), who have extensive experience in critical care, end-of-life care, and bereavement care. The investigators reviewed the literature, used items modified from previous studies, 18, 25, 26 and developed items from discussions with clinical experts. The questionnaire was evaluated for clinical sensibility; face and content validity, clarity, utility, redundancy, and discriminability were assessed. 27 We distributed the questionnaire along with the clinical sensibility questionnaire to 1 ICU nurse manager, 6 ICU charge nurses, and 3 doctorally prepared nurse researchers with expertise in critical care.
The clinical sensibility ratings of the instrument were high. On a scale from 0 (least sensible) to 5 (most sensible) for each component, the mean (SD) was 4.4 (0.52) for clarity, 4.3 (0.79) for utility, 4.6 (0.52) for face validity, 4.8 (0.44) for content validity, 3.9 (0.57) for discriminability, and 4.6 (0.52) for redundancy. Using the clinical sensibility findings, the questionnaire was refined further.
The final online questionnaire contained 2 main sections. The first section consisted of 10 questions to ascertain demographic information about the hospitals and ICUs. The second section contained 13 additional questions assessing if the ICU had bereavement follow-up services or 5 additional questions if the ICU did not have bereavement follow-up services. In addition, each of the questions provided opportunities to supply additional information to allow further description regarding bereavement practices (see Appendix-available online only at www .ajcconline.org).
Sample and Procedure
After obtaining written permission from the American Association of Critical-Care Nurses (AACN), we administered the questionnaire electronically via SurveyMonkey 28 to nurse leaders in the AACN database for 4 weeks in March 2013. Nurse leaders were chosen because each nurse leader can serve as a single representative from their unit to report on bereavement practices, rather than collecting data on multiple staff nurses' perspectives. Nurse leader was defined as one of the following: a nurse manager, supervisor, director, charge nurse, clinical nurse specialist, nurse practitioner, or clinical nurse leader. Surveys were sent to 1 nurse leader per ICU. However, because each hospital system may have more than 1 ICU (eg, neurological, cardiac), and bereavement care may differ among them, more than 1 ICU nurse leader within a hospital system could be included in the sample. The sample excluded nurse leaders from neonatal and pediatric ICUs, postanesthesia care units, and step-down units. At the end of the survey, participants had the option to provide their e-mail address and receive a $5 Starbucks e-gift card as appreciation for their time.
Analysis

SPSS version 20 was used to analyze the data (SPSS, IBM).
29 All continuous variables were described with means and standard deviations. Categorical variables were reported as proportions and frequencies. The first 3 aims were analyzed by using descriptive statistics. The fourth aim was analyzed by using multiple logistic regression.
Results
Hospital and ICU Characteristics
A total of 237 ICU nurse leaders responded to the survey out of 1003 estimated in the AACN database, a response rate of 24%. The majority of the respondents were charge nurses (n = 84, 35.4%). The respondents were from hospitals classified as community (n = 81, 34.2%), public (n = 65, 27.4%), academic (n = 54, 22.8%), and private (n = 34, 14.3%). The geographic location of the ICU settings included hospitals in the South (n = 75, 31.6%), Northeast (n = 61, 25.7%), Midwest (n = 58, 24.5%), and West (n = 43, 18.1%) regions. ICU types were diverse, 
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with most ICUs being mixed (n = 86, 36.3%) with a mean of 11 to 20 beds (n = 115, 48.5%) and 301 or more admissions per year (n = 148, 62.4%). Eightyone percent of the nurse leaders (n = 192) reported that their hospitals had palliative care services and 67.1% (n = 159) reported that another service provided bereavement follow-up care (Table 1) .
Current Bereavement Programs or Bereavement Follow-Up Services in Adult ICUs
Eighty-nine of the 237 nurse leaders reported that their ICUs (37.6%) offered bereavement followup services, and 44 (49.4%) of the 89 reported that staff nurses were primarily responsible for delivering the services. These services included condolence cards (n = 56, 62.9%), brochures (n = 39, 43.8%), and follow-up telephone calls (n = 32, 36.0%). Most (n = 46, 51.7%) initiated contact within 1 month following the ICU death. Only 14 (15.7%) of the 89 ICU leaders reported that they planned to expand current bereavement services (Table 2) .
Resources and Evaluation Process of Bereavement Programs and Bereavement Follow-Up Services in Adult ICUs
The resources in support of bereavement programs varied, with 28.1% of nurse leaders (n = 25) reporting that their ICU had money allocated for these services. Most leaders reported that their hospital did not have a bereavement or an end-of-life care committee (n = 40, 44.9%). Very few ICUs (n = 8, 9.0%) that offered bereavement follow-up used a bereavement risk assessment tool. Seventyfour percent of the leaders stated that their ICUs evaluated their bereavement services by using methods such as verbal family feedback (n = 30, 33.7%), staff feedback (n = 25, 28.1%), and survey feedback (n = 19, 21.3%; Table 2 ).
Barriers in Establishing Bereavement Programs and Bereavement Follow-up Services in Adult ICUs
Most leaders of adult ICUs in this study reported that their setting did not offer bereavement services (n = 148, 62.4%). Of these ICUs, 44.6% (n = 66) were interested in starting a bereavement program and 41.2% (n = 61) were unsure. The respondents reported being most interested in using condolence cards (n = 79, 53.4%), brochures (n = 71, 48.0%), and telephone calls (n = 52, 35.1%). Barriers to implementing bereavement services were numerous and included lack of education (n = 71, 48.0%), lack of money (n = 70, 47.3%), lack of knowledge on family bereavement needs (n = 59, 39.9%), not feeling qualified to offer the service (n = 57, 38.5%), and no time (n = 48, 32.4%; Table 3 ).
Variables Associated with ICUs That Have Bereavement Follow-Up Services Versus ICUs That Do Not Have Bereavement Follow-Up Services
The overall logistic regression model was significant (c 2 = 47.4, P = .001), with 3 variables significantly www.ajcconline.org associated with ICUs providing bereavement services (Table 4) . First, if the hospital had a palliative care service, then the ICU was almost 8 times (odds ratio, 7.66; P = .002) more likely to offer bereavement follow-up services than were ICUs in hospitals without palliative care. Second, if the hospital had another service that provided bereavement support (eg, spiritual care), the ICU was almost 4 times more likely (odds ratio, 3.81; P = .002) to offer bereavement follow-up services when compared with ICUs in hospitals without those services. Finally, surgical ICUs were about 3 times (odds ratio, 3.33; P = .03) more likely to offer bereavement services than were medical ICUs.
Discussion
To our knowledge, this study is one of the first to assess bereavement follow-up care in ICUs across the United States. Although our response rate was low and our interpretation of the findings is cautious, the results provide insight into the status of current bereavement services based on the wide variety of geographical locations, types of hospitals, and types of ICUs represented. Only 38% of the ICUs in our study provided some type of bereavement follow-up services. These findings are consistent with the results of other researchers. 17, 18 Although bereavement support is strongly encouraged, [12] [13] [14] [15] [16] it does not appear to be routinely offered in practice.
The respondents reported that when bereavement follow-up care was offered, it was mainly provided by staff nurses and was informal and minimal in nature (eg, condolence cards and brochures). These findings support those of other investigators, both in the ICU 17, 18 and in acute care settings. 26, 30 The increased use of bereavement services is most likely due to their cost-effectiveness and ease of implementation. Inexpensive and informal services may be attractive to staff who want to provide care to bereaved family members, 31 but do not have adequate resources or time for more comprehensive services. And indeed, in our study, only 28% of ICU nurse leaders reported that they had money specifically allocated to provide these services. This major barrier of lack of funding and lack of time is consistent with results of other studies. 26, 30, 32, 33 The limited reimbursement or lack of reimbursement for bereavement services may be a significant barrier to further development of services in many settings.
Another explanation for these findings could be that providing formal and comprehensive services, such as counseling or memorial services, requires specialized training that goes beyond the scope of practice for ICU staff. They may feel unqualified to provide this type of service and indeed, almost 40% of our participants reported this as a major 
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challenge. This unqualified feeling has been reported consistently in the ICU, in areas outside the ICU, and with nurses and physicians. 30, 32, [34] [35] [36] [37] Another reported barrier is the type of bereavement care that is appropriate to provide family members. Other investigators 18 have cited this challenge as well. It seems that family members want bereavement support, 24 but in some studies, use of such services ranged from 6% 22 to 30%. 38 Additionally, only minimal evidence supports routine intervention with all bereaved family members. Rather, the recommendation is that this type of care should be directed to those at high risk. 39 Further research is warranted in this area to ascertain which bereaved ICU family members would benefit most and what type of bereavement support they would use and find helpful.
Even with all the barriers cited, we think that the barriers are amenable to intervention. For example, ICUs can use clinical nurse specialists (CNSs) to initiate projects for implementing bereavement programs. One investigator reported the success of a CNS-driven bereavement program that increased referrals for palliative care and improved bereavement satisfaction. 40 In addition, critical care nurses and other health care practitioners could participate in palliative care and end-of-life training courses that are focused on incorporating bereavement support. Researchers have reported that this type of training has improved health care professionals' comfort level and competency with providing this type of care. [41] [42] [43] [44] [45] We found that most of the ICUs evaluated their bereavement follow-up services through anecdotal methods (eg, family or staff feedback). Less than 25% of the ICUs used measurable survey data. In addition, most ICUs did not use bereavement risk assessment tools. Because death in the ICU has been associated with a higher burden of psychological symptoms among bereaved family members, 6, 7, [46] [47] [48] researchers recommend use of a reliable and valid bereavement risk assessment tool. 49, 50 Use of such a tool can help to identify family members at higher risk for complicated bereavement and help to develop beneficial interventions. Subsequently, intervening for at-risk family members may save valuable money and time and is also consistent with recommendations in palliative care guidelines. 39 In this study, a significant factor associated with ICU bereavement services was that the hospital has a palliative care service or another support service. The nurse leaders reported their members of ICU staff were able to call on such services to provide bereavement follow-up care. Perhaps this finding suggests that awareness of the need for bereavement care is greater in hospitals with palliative care services, and 25 (11) 28 (12) 37 (16) 86 (36) 192 (81) 159 ( 51, 52 have reported that palliative care models in hospitals and other units improve the quality of care, lower use of nonbeneficial life-prolonging treatments, and improve family satisfaction. However, more research is needed to ascertain whether these services are provided directly by the ICU or the ICU outsources this care to another service.
The responses indicated that surgical ICUs were more likely to offer bereavement follow-up services than were medical ICUs. This finding is interpreted with caution because the sample of surgical ICUs was small. One explanation for this could be that the surgical units in our study may have performed organ and tissue transplants, as they were from large tertiary medical centers. Bereavement training may be more acknowledged and practiced in transplant units because deceased donations and rejection are more prevalent. 53 Another possible explanation could be that the risk of sudden and traumatic deaths is higher in surgical ICUs, making bereavement support more needed. 54 However, further research is warranted to assess whether the type of ICU influences the use of bereavement practice.
Limitations
This study has several limitations. First, we would have preferred our response rate to be higher; however, we surveyed a wide variety of nurse leaders from diverse hospitals and ICUs, which improved the generalizability of our findings. Second, the surveys were completed by nurse leaders and may not represent the opinions and attitudes of other health care staff. Third, nurse leaders could select more than one service that also provides bereavement support, which may not accurately reflect what services ICUs are directly providing families. Fourth, survey data can provide insights into bereavement care practices; however, such data are indirect when compared with actual observation. Finally, the results were dependent on response rates and potential nonresponders may have answered the questions differently than responders, which could be a potential source of bias.
Implications
Study findings help determine the prevalence of bereavement programs and follow-up support that is currently being offered in adult ICUs in the United States. The findings address a significant gap in the research about the prevalence of bereavement practices. In addition, the findings provide insight into what type of bereavement methods are being used, what barriers are present that hinder bereavement programs and follow-up services in the ICU, and potential interventions in overcoming the barriers.
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